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Details are important! 


That pin up above is a mighty small but important piece of 
equipment . . . especially when you are holding two loose 
ends of a three-cornered pair of baby’s pants — and NO PIN! 


Details are important! 


DETAILS ARE Important . . . In our laboratory we make a 
habit of checking the smallest details carefully. From first step 
to last, our technicians are trained to watch those little details. | 


Details are important! 


ON YOUR NEXT CASE ... make us prove that statement by 
sending that case to us. You'll notice the difference. 
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The University of Kansas City 
School of Dentastry 


By JOSEPH F. JACOBS, D.D.S., B.S. 


HE development of the University of 

Kansas City School of Dentistry into 

one of the great dental education in- 
stitutions of America is the work of many 
men. They were men of vision and of cour- 
age, beginning with such dental educators 
as Drs. R. I. Pearson, J. K. Stark, C. L. 
Hungerford, C. B. Hewitt, and J. D. Patter- 
son, who started the history of dental ed- 
ucation in Kansas City, Missouri, on Octo- 
ber 5, 1881, when they founded the dental 
department of the Kansas City Medical 
College, which was called the Kansas City 
Dental College. 


Dr. Rinehart Among those most closely identified with 

the more modern phase of the school’s his- 

tory is its present dean, Dr. Roy James Rinehart. Because his positive 

influences upon the institution have contributed so greatly to its pres- 

ent prestige in the world of dental education, and because of space 

limitations, this brief account of the school will be confined to its 

recent history, which is largely an account of Dr. Rinehart’s contri- 
butions. 

First, consider some biographical data on Dr. Rinehart. He was 
born on a farm in Piatt County, Illinois, on October 24, 1880. Im- 
mediately following his graduation from high school, he entered 
Illinois State Normal University for a teacher’s training course, and 
later attended Marion Indiana Normal University. However, he was 
considering a medical career and entering Rush Medical College in 
Chicago. At that time he came under the guiding influence of Dr. 
Fred Keele, a dentist of Monticello, Illinois, who had graduated from 
the Western Dental College in 1898. 


Dr. Keele’s uncle, the Rinehart family physician, discouraged young 
Roy from entering medicine and sent the youth to his dentist-nephew 
for advice on choosing dentistry as a profession. The die was cast. In 
the fall of 1899, young Rinehart, with a letter of recommendation from 
Dr. Keele to Dean D. J. McMillen of the Western Dental College, 
began the study of dentistry. He was immediately impressed with 
dentistry and the possibilities that the profession offered. The qualities 
of leadership which he was soon to display were nurtured and greatly 
developed during the next three years. In 1902 he received his doctor 
of dental surgery degree. 


For the next eight years he practiced in Illinois, and in 1910 he and 
Mrs. Rinehart went to Kansas City, Missouri. 


In 1912 his career as a leader in the dental profession began when 
he joined the faculty of the Western Dental College to lecture on 
crown and bridge prosthesis. 


Dr. Rinehart made it possible for the school to survive difficult days, 
and became its dean in 1918. 
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Merger of Two Schools 


He did much to bring about the merger of the 
Western Dental College and the Kansas City 


Dental College, in cooperation with Dr. C. C. 
Allen, dean of the latter institution. The merger 
was effected on July 1, 1919. 

When Dr. Rinehart entered the field of dental 
education, he announced to his associates that 
the school had many problems to surmount, the 
first of which was the necessity to change its 
charter and eliminate the school from proprietary 
influence. His second ambition was to see the 
school with a university affiliation, even if it 
meant a complete change in administration. 
These goals were soon to be realized. 

The minutes of the Kansas City-Western Den- 
tal College reveal that in 1923 a building which 
houses part of the School of Dentistry at the 
present time was built by Dr. Rinehart. The 
building was an outside project with two stock- 
holders, Dean Rinehart and Dr. Hugh G. Tanzey. 
Shortly afterwards, however, the title of the 
building, at the suggestion of Dr. Rinehart, was 
transferred to the proposed Lincoln and Lee Uni- 
versity. The latter project, fostered by a bishop 
of the Methodist Church and other prominent 
citizens of the city, did not mature, however. 

On July 3, 1928, Dr. Rinehart was elected to 
the formal deanship of the school. For the past 
eight years, he had assumed practically all of the 
duties and responsibilities of this office, since Dr. 
C. C. Allen had been semi-retired since the mer- 
ger of the two institutions. 

In November, 1928, Rho Chapter of the 
Omicron Kappa Upsilon Society, national honor 


society, was secured for the school through Dr. 
Rinehart’s efforts. 

In 1930, the Howard S. Lowry Dental Clinic 
for underprivileged children was established. The 
will of Dr. Lowry provided that a portion of his 
estate should be set aside as a trust fund for the 
establishment of a free dental clinic for indigent 
children. 


The University of Kansas City 


In 1932, a new charter was procured under the 
name of the University of Kansas City, and the 
Lincoln and Lee movement was dissolved. Its 
assets, including those of the Kansas City West- 
ern Dental College, became the property of the 
University of Kansas City. Some time later Dr. 
Harlan H. Horner, Secretary of the Council on 
Dental Education, and Dr. Rinehart made a 
friendly call on President Decker. That visit re- 
sulted in the complete consolidation of the two 
institutions. 

This was a great step forward for both schools. 
As President Decker of the University of Kansas 
City commented at the time: “. . . The School of 
Dentistry, now associated intimately with the 
School of Law and the College of Arts and Sci- 
ences, must inevitably broaden and deepen the 
study of the practices, problems, and philosophy 
of dentistry. Its purpose, like that of the Univer- 
sity, is to produce men not only able in profes 
sional practice, but also men who are cognizant 
of the problems of the profession and who will 
continue throughout life to investigate and to re 
flect on the full meaning and significance of the 
profession in the social order.” 
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And:“... for more than sixty years, leaders in 
dental education have sought generously and de- 
yotedly to serve the vital professional and educa- 
tional needs of this section of the country in the 
field of dentistry through the Kansas City- 
Western Dental College and its predecessors. No 
small credit for their remarkable success is due 
to the imagination and executive ability of your 
Dean, Dr. Roy James Rinehart .. .” 


Progress on All Fronts 


In 1943 a Director of Dental Research was 
appointed to organize a Department of Research 
inthe school. A special laboratory was provided, 
including modern equipment suitable for the 
study of biological problems. 

One research project is that of dental caries 
investigation. The purpose of this study is to ex- 
plore the possibility of finding some organism 
which will produce a substance capable of break- 
ing the chain of conditions involved in the caries 
process. Several organisms, including Bacillus 
brevus, Streptomyces griseus, and Streptomyces 
lavendulae have been shown in preliminary ex- 
periments in our laboratory to have some effect 
in this connection, and others are being tested 
currently. 

The results of this preliminary work were pub- 
lished in a series of articles in the Journal of 
Dental Research. 

As a result of the professional leadership of 
Dean Rinehart and the guidance of President 
Decker, the school became fully accredited by 
the Council on Dental Education in 1944. 

A department of graduate study in dentistry 
was opened to students in February, 1946. For a 
time, instruction will be limited to orthodontics 
but later will be extended to include other phases 
of dental practice. 

That year the officers and deans of the Ameri- 
can Association of Dental Schools and other 
national leaders in dentistry participated in a 
testimonial dinner by the school faculty and 
alumni in honor of Dr. Rinehart’s achievements. 
In 1948 he was elected president of the Ameri- 
can Association of Dental Schools, the climax to 
a dental educator’s dream. 


New School of Dentistry Building 


In the fall of 1947 a new freshman dental 
building was completed on the main campus of 
the University. The project was accomplished 
with government aid under the Federal Works 
Administration program, which allocates money 
to colleges and universities on the basis of needs. 


Today Dean Rinehart and the school faculty 
are deeply interested in a project to provide a 
new dental school building on the main campus 
of the University of Kansas City. An ideal build- 
ing has been visualized, one that would best serve 
the most modern concepts of dental education 
with finely adjusted facilities. President Decker 
is enthusiastic about having the entire School of 
Dentistry on the main campus of the University 
in the near future. 


Twenty-Year Men 


A review of the present faculty reveals the 
significant fact that fifteen of those men listed as 
teachers with full rank, part-time status, or as 
lecturers, have been with the school under the 
present administration for twenty or more years. 
Dr. Norman A. Moore, present Registrar and 
Secretary to the Faculty, has been with the 
School of Dentistry almost continuously since 
1920. His contribution to dental education and 
to the overall success of this institution has been 
very valuable. Four other full-time teachers who 
have also contributed significantly to the pro- 
gress of the institution for more than two decades 
are Drs. R. W. Edwards,' F. W. Huntington,” 
C. W. Sawyer, and F. M. Calmes. 

Dean Rinehart has been a member of the 
American Dental Association since 1902, a state 
delegate, and a member of many of its commit- 
tees. He is a Fellow of the American College of 
Dentists; a member of the American Association 
of Dental Editors; the Pan American Odontolo- 
gical Association; the American Association of 
the History of Medicine; the American Social 
Hygiene Association, the American Association 
for the Advancement of Science; the Special Li- 
braries Association; Federation Dentaire Inter- 
nationale; the Missouri State Historical Society; 
Xi Psi Phi, and Omicron Kappa Upsilon. 

In 1926 he was president of the Dental Legis- 
lation Section of the International Dental Con- 
gress in Philadelphia; and in 1936 was a delegate 
from Missouri to the International Dental Con- 
gress in Vienna. He is a past president of the 
Western Dental College Alumni; a past president 
of the Kansas City District Dental Society; and 
a past president of the Missouri State Dental 
Association. 

Dean Rinehart and his associates are forging 
a format of dental education that will make itself 
felt in the dental health of the American people 
for generations to come. 
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What About Office Partnerships? 


By HAROLD J. ASHE 


ROBABLY at one time or another in your 

career you have toyed with the idea of 

forming an office-sharing partnership with 
another dentist. Some dentists have done so 
with great material benefit to both dentist-part- 
ners. On the other hand, many other dentists 
have entered into such office-sharing arrange- 
ments only to meet financial set-backs. Then 
again, some dentists have never fully recovered 
from the disasters following in the wake of dis- 
solution of office partnerships. 


A persuasive case can be made in favor of 
the limited professional partnership which re- 
volves solely around the sharing of office ex- 
penses. It seems to offer all of the advantages 
of a full partnership with none of the disadvan- 
tages. It permits each dentist, it would seem, to 
fully control his own destiny, without any inter- 
ference whatsoever from the other dentist shar- 
ing the suite of offices. This, however, is to over- 
simplify the advantages without weighing the 
possible disadvantages. 


The most obvious and compelling reason to 
form an office-sharing partnership is that two or 
more dentists may share the burdensome recep- 
tion-room overhead. If a receptionist is not em- 
ployed, the saving to each dentist in sharing the 
rent on a common reception-room may be modest. 
However, depending upon financial circum- 
stances, even a saving to each dentist of as little as 
$10 to $25 a month may appear worthwhile at 
one point in a dentist’s career. On the other hand, 
if a receptionist is employed, the saving in shared 
rent and shared salary of an employee may 
range upward to $100 a month for each dentist. 
Superficially, at least, it would seem that such a 
saving is just like adding that much more money 
to each dentist’s monthly, take-home, profes- 
sional earnings. In actual practice, and over a 
period of years, however, it may not work out 
quite that simply or that well. 


Some dentists now maintaining their own of- 
fices, without a receptionist, may persuade them- 
selves that, by sharing costs with another dentist, 
they can afford a receptionist. If the dentist has 
been getting along without a receptionist, it is 
questionable whether this factor alone is suffi- 


cient reason to form an office-sharing partner- 
ship. 


Similarly, dentists who already have a recep- 
tionist see in the formation of an office-sharing 
partnership a means by which they can reduce 
their fixed overhead. Again it is a question 
whether the objective warrants whatever new 
risks may be involved. 


Possible Pitfalls 


If you are interested in forming an office- 
sharing arrangement, you should seriously con- 
sider the possible pitfalls. Because two dentists, 
in a given set of circumstances, have found office 
partnership desirable and practical, it does not 
inevitably follow that any other two dentists, 
under either the same or different circumstances, 
will also make a go of it. Examples of prosperous, 
successful office partnerships stand out in the 
profession. Not so readily discerned or observed 
are the ones that have quietly failed. Rarely are 
the reasons for failure defined or discussed in 
professional circles. 


Many factors enter into the creation of a 
sound, successful, office-sharing partnership, and 
many lessons can be learned from the dissolution 
of the unsound, unsuccessful one. 
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First of all, two dentists entering into even 
the most informal office-sharing arrangements in 
which each, presumably, has full control over 
his own practice, should be temperamentally 
suited to each other. They should have each 
other’s mutual professional respect. It should be 
noted that while personal friendship may prompt 
a successful office-sharing partnership, such per- 
sonal friendship is no guarantee that the plan 
will succeed. Some friendships just cannot stand 
the strain of such close daily professional asso- 
ciation and wear progressively thinner as time 
goes on. Some of the most successful office-shar- 
ing partnerships involve dentists who rarely as- 
sociate with each other after office hours. 


A second consideration that needs to be 
weighed is the general character of each dentist’s 
patients. Will the two groups of patients mix in 
a community waiting room? A dentist having 
upper middle-class patients should think twice 
before sharing a reception room with a dentist 
whose patients, no matter how fine they may be 
as individuals, come from the other side of the 
railroad tracks. Both groups of patients may be 
vaguely unhappy in a common environment, and 
both dentists may, consequently, suffer economi- 
cally. 


This is not to condone snobbishness or to em- 
phasize questionable class distinctions. It is 
merely to point out that, to some degree, this 
situation does exist and it must be recognized. 
While it is a profound truth that Kipling’s Judy 
O'Grady and the Colonel’s lady are sisters under 
the skin, there is often difficulty in getting both 
of them to recognize their kinship. 


The dentist with the “carriage-trade” patients 
may discover that his patients think he’s slipping. 
The dentist with the “working-class” patients 
may find that his patients, mingling with the 
wealthier patients, conclude his charges are too 
high — whether true or not. 


If expensive offices are taken with the hope of 
upgrading the level of practice and with a view 
to getting more drop-in patients, one dentist may 
benefit more from this circumstance than the 
other dentist. One dentist may, for instance, have 
far more open time in which to see new patients 
than the other dentist, and, incidentally, build 
his practice at the expense of the other dentist. 


Or, one dentist may be a great “mixer,” and 
knock himself out making friends through civic 
interests, luncheon clubs, and other activities. 


He may consider this a good, long-range invest- 
ment of his time. Therefore, he may cheerfully 
absent himself from his office more often, and 
for longer periods of time, than his office-sharing 
partner, who has other ideas. During his absence, 
such a dentist may be losing patients that should 
be his because of such activities. But, because of 
his absence from the office and because of his 
partner’s presence in the office when those pa- 
tients call, he loses those patients. 


While a new patient may ask for a particular 


‘dentist and be adamant in insisting that he see 


that dentist and no other, this doesn’t always 
happen. A patient may be quite naive about 
office-sharing partnership arrangements. He may 
assume that dentists who share waiting rooms 
and name space on the entry door are partners 
in every sense of the term. Even where a new 
patient is inclined to seek a certain dentist, he 
may be “half-sold” on the other dentist. If he 
wishes a certain dentist to benefit from his fees, 
he may assume that that dentist will share in the 
fees paid the other dentist. Office-sharing part- 
nerships are not understood by most patients. 
Don’t assume they do understand. 


Another factor to consider is the possibility — 
and we broach this point with reluctance — that 
one dentist may “pirate” another dentist’s pa- 
tients. This possibility may be minimized under 
the watchful eye of a neutral receptionist, but 
not every receptionist may be neutral, particu- 
larly where she has been a long-time employee 
of one dentist. It must be said, however, that 
much “pirating” of patients is unintentional, and 
none of it may be by deliberate design. Never- 
theless, such loss of patients is just as expensive 
for the losing dentist. 


Too, there is always the possibility of friction 
between office-sharing dentists when a patient, 
of his own volition, changes from one dentist to 
the other, without being influenced in any way 
by the benefiting dentist. 


Now let us consider another aspect of office- 
sharing partnerships — what happens when such 
partnerships are dissolved. Many are dissolved 
after trials of varying length. This possibility 
should be anticipated before a dentist ever goes 
into an office-sharing agreement. Usually, upon 
dissolution of such an office-sharing partnership, 
one dentist is under compulsion to move. If one 
dentist holds the lease on the suite and has been 
subletting to the other, the latter has no choice 
but to vacate. 
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The day the dentist moves out of a suite and 
leaves his erstwhile partner behind in sole pos- 
session of the offices, he leaves some of his prac- 
tice there. The practice which is lost may be 
nominal. But it may be the bulk of the practice, 
a practice that has been built up laboriously over 
the years. Even if the remaining partner is the 
soul of honor, the departing partner may still 
suffer set-backs, and the remaining partner will 
benefit to some extent. The writer has seen this 
happen times without number, the moving part- 
ner always losing to some extent. Some dentists 
have had to start late in life trying to rebuild a 
dwindling practice that began to slip when they 
made such a move. 


How to Protect Yourself 


If you feel that you must enter into an office- 
sharing partnership, you should at least try to 
erect certain safeguards against possible future 
dissolution of the agreement. Here are some sug- 
gestions. 


1. Under no circumstances should you agree 
to share a joint telephone number with your 
partner, even with extension lines, regardless of 
the economy involved. Keeping your own tele- 
phone number is cheap insurance. If the partner- 
ship is dissolved and you move, you may be able 
to retain your telephone number. If you must 
accept a new number, however, the telephone 
exchange will, for a period of time, give out your 
new number to those calling the old number. 
This will prevent contact between you and your 
patients from being abruptly terminated before 
you can take steps to advise them of your new 
location. 


2. You should be particularly wary about en- 
tering into an agreement with another dentist 
if he has the master lease on an office suite and 
you would have the status only of a sub-tenant. 


3. You should hesitate about an office-sharing 
partnership where the receptionist is an em- 
ployee of long standing of your prospective part- 
ner and looks to him for continuity in her em- 
ployment. You, coming into such a situation, 
may be viewed by the receptionist as an em- 
ployer, junior grade — if that. 


4. Possibility of dissolution of the office-shar- 
ing agreement should be anticipated by you and 
a legal agreement should be executed defining 
the manner in which the agreement must be ter- 


minated. Fairness would dictate that, by lot, each 
of you has an equal chance to retain the suite. 
If each of you knows that the other may be the 
one to retain the suite, together with certain in- 
cidental patients, both of you are likely to work 
harder to make the arrangement a lasting and 
profitable one. Certainly it will remove even a 
suspicion that one dentist is working for dissolu- 
tion of the agreement with the hope of. possible 
reward. 


Nothing in this article is intended to question 
the integrity, the honesty, or the good intentions 
of any dentist in an office-sharing plan. Almost 
invariably these agreements are entered into 
with the highest motives by both parties, and 
without any thought whatsoever of gaining an 
advantage one over another. The danger of pos- 
sible loss and damage to a dentist’s professional 
following is not, on the whole, due to the calibre 
or intentions of his partner. Rather, such risks 
are inherent in the very nature of an agreement 
of this kind. 


’ Finally, if an office-sharing plan seems imper- 
ative to a dentist struggling with excessive over- 
head, he might wish to consider the advisability 
of an office-sharing arrangement with a non- 
competitive professional man, such as a physi- 
cian, surgeon, or oculist. 


Such an office-sharing arrangement could 
mean, of course, that patients of one partner 
might become the patients of the other, without 
loss to either and with gain to both. 


—— No Dentists Wanted ——— 


Crime is not an occupational disease 
among those employed in the dental world. 


Of nearly 3,000 criminals studied in the 
criminal courts of New York City last year, 
there wasn’t a dentist in the lot. 


There was, however, one dentist’s assist- 
ant. Two hundred and eight occupations 
were represented in the study, which in- 
cluded 162 clerks, 72 handymen, 598 la- 
borers, 46 truck drivers, 86 helpers, 129 
porters, 10 musicians, 2 editors, 1 attorney, 
2 accountants, 8 bookkeepers, 1 chemist, 
2 chiropractors, 35 cooks, 5 engineers, 6 
physicians, 1 policeman, and 2 sandhogs. 


Helmer O. Oleson 
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Clasps that bend, distort, or break, constitute 
acommon problem in prosthetic dentistry. There 
are many causes for such breakage. One ex- 
tremely important cause is often overlooked, 
that is, the grain size of the casting. 


The importance of grain size, while widely 
known in industry, is not as fully appreciated in 
dentistry. The highly polished surface of the 
average dental appliance gives no indication of 
whether the structure is fine grained or coarse 
grained. 

However, the structure can be made visible by 
the use of certain etching agents. By carefully 
controlling the casting condition (both mold 
temperature and metal temperature) Dr. N. 
Grant, prominent American metallurgist, pre- 
pared castings having coarse grain, medium 
grain, and fine grain. These castings were then 
etched so that the grain size would be visible to 
the naked eye. 


Fig. 1 — Top bar, coarse grain; center bar, medium grain; 
bottom bar, fine grain. 


Follow the experiment described below and 
you will actually see how the size of the grain 
affects the strength of the casting. Figure 1 shows 
the great difference in the size of the grain in 
each of the test castings. The top bar has a very 
Coarse grain structure; the center bar a medium 
grain structure; and the bottom bar a very fine 
grain structure. 


To demonstrate the effect of the different grain 
sizes on the strength of the bars, Dr. Grant 


Strong Clasps for Your Prosthetic Cases 


Fig. 2—Deflection photographed. 


clamped each of the bars at one end like a canti- 
lever beam (or like the arm of an Aker’s clasp). 
Identical weights were then suspended on the 
end of each bar, and the deflection produced by 
the weight was carefully measured. 


Figure 2 shows the deflection of the bars after 
each has been loaded successively with a series of 
four different weights. (A half pound, a pound, 
a pound and one-half, and two pounds.) It is 
strikingly clear from the photograph that the 
bars behaved very differently under the applica- 
tion of the same load. 


Refer to the table and chart for complete 
data on these tests. The coarse-grained bar de- 
flected the most: from 0.10 inches with the half- 
pound weight to 2.20 inches with the two-pound 
weight. The medium-grained bar deflected less: 
from 0.05 inches with the half-pound weight to 
1 inch with the two-pound weight. The fine- 
grained bar deflected the least: from no deflection 
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ow the Teste. The “H” with It 
Deflection in Inches 
Load in Bar #1 Bor #2 Bar #3 


Medium Grain 
0.10 0.05 0.00 


— os os Ten little dentists, eager to get ahead, 
1% 1.60 0.60 0.15 One tried a killing in the market and killed him- 


2.20 1.00 0.40 self instead. 


Pounds Coarse Grain Fine Grain 


at all with the half-pound weight to only 0.40 


inches with the t und weight. 
Nine little dentists out to change their fate, 


These tests demonstrate that for reproducibil- For investment, one tried oil, and then there were 
ity and proper physical properties, for strength, eight. 
fine grain size is preferable — the finer the grain 
the stronger the metal. 


Eight little dentists trying to recoup their losses, 
One went to the dogs, another to the horses. 


2 LBs. 


Six little dentists, saving for a rainy day, 
f y, It rained so hard that a flood carried two of them 
away. 


. Four little dentists buying property, 

= 3 7 Rents came down, taxes rose and then there were 
three. 

Z 


| 


L0A0 


iM OS 4/47 Three little dentists saving every cent, 
One got a heart attack and off he went. 


Two little dentists buying U.S. Bonds each Mon, 
Off went a hydrogen bomb and then there were 
none. 


DEFLECTION IN INCHES MAURICE J. TEITELBAUM, D.D.S. 
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X-ray Moves for Medial Use 


(Text and photographs by Authenticated News) 


hold great promise for clinical use in many 

fields, as well as for medical use and edu- 
cation, has been developed by the Department of 
Radiology of the University of Rochester School 
of Medicine and Dentistry. 


X -RAY movie apparatus that is believed to 


Up to now the effectiveness of cinefluoro- 
graphy (X-ray movies) has been handicapped 
, by cumbersome equipment, slow lens and screen, 
7 and unsatisfactory film emulsion. High exposure 
to X-radiation required for the taking of the 
movies has hitherto been too great to permit 
general use on patients, and the image obtained Above: Set-up for cinefluorography. 
was not good enough. The machine permits a 
more careful study of organs and skeletal struc- 
ture in motion. Among the many applications are 
swallowing; joint motion, as in arthritis; the 
movement of an X-ray opaque contrast medium 


through the arteries and veins; heart motion; ob- 
structions in body passageway; fitting of artificial 
limbs, and the progress of physical therapy in re- 
storing limb functions. 


hem 
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D.S. ‘ The swallow with X-ray movies. 
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Three of the four Menczers. 


B for Living 
DENTIST L. F. MENCZER—SILVERSMITH 


By JOSEPH GEORGE STRACK 
Photographs by Edward A. Phillips 


N A LITTLE Connecticut town a spark of 
the genius of the fabled craftsmen and artisans 
of the Middle Ages is being rekindled. There, 

Leonard F. Menczer, B.S., D.D.S., and his wife, 
Norma, design and execute exquisite pieces of 
jewelry. 


The Menczers, who look like an artist’s dream 
of a happy, handsome American couple, believe 
their work in silver represents “the perfect mar- 
riage of artist and artisan.” A graduate of Hunter 
College and a former professional folk-dancer, 
Mrs. Menczer is the artist of the team. Dr. Men- 
czer is the artisan. 


The silvercraft of the Menczers is no mere me- 
chanical doodling. Their achievement is unique 
in that their products stem from painstaking re- 
search which stamps their silvercraft with authen- 
ticity of subject. Norma Menczer’s sketch of the 
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jewelry to be designed — as in the case of dance 
figures, for example — capture the essential char- 
acteristics of folk dances, of which she is an expert 
interpreter; and Dr. Menczer’s sensitive, imagina- 
tive execution of the sketches, through a wide 
variety of silversmith techniques, realizes all the 
potential values of the sketches. 


Today the Menczers are members of the So- 
ciety of Connecticut Craftsmen, exhibit and sell 
their work, and have made a host of new friends 
in the world of arts and crafts. They are also ex- 
tending their talents to other fields — pottery, 
woodwork, and copper. They have been so active 
in all of these creative areas that Menczer says, 
“Our home is practically home-made.” 


Norma Menczer is not only a dancer, artist 
and homemaker, but the mother of two young 
children. 


Leonard Menczer obtained his D.D.S. from 
New York University in 1942, and shortly there- 
after served in the U. S. Army. Following his re- 
lease from active military duty, he joined the 
Connecticut State Department of Health. Sub- 
sequently he became a member of the U. S. Public 
Health Service. A senior assistant dental surgeon, 
he is currently associated with the Connecticut 
Fluoride Demonstration Unit. 


Fig. 1—American square dance duo. Two 
separate pins. 
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Fig. 2, 3—Balinese dance figure; and mask. 
Photographed together. 


“I am naturally happy in the Public Health 
Service,” he says. “To have a part in the positive 
promotion of the health and welfare of the people 
of the United States is a responsibility that ap- 
peals to most scientifically trained men. This 
work is a dedication, not a job, and I see in such 
vast public health measures as these fluoride 
demonstration units, limitless opportunities to 
make tremendous and significant gains in the 
health of our people.” 


From “Doodling” to Art 


Young Menczer used to “doodle” with hobby 
crafts of one kind or another to relax himself 
after the day’s work. He then began to experiment 
with silver. His wife suggested that, because he 
had great manual dexterity and because his car- 
vings were unusually good, he should work on 
products of artistic merit. 


She began to make sketches of dancers in native 
costumes, using such folk dances from her profes- 
sional repertoire as “Oxen Tanse,” “Chiapaneca,” 
“Krakowiak,” and “Hombo.” Menczer saw at once 
that her designs were alive with the grace and 


charm and characteristics of the dances portrayed. 
He translated all this into silver. 


To obtain optimum perspective and dimension, 
he developed a wide range of techniques. These 
include carving, cutting out anatomical structures, 
and soldering the pieces together. Consulting Mrs. 
Menczer’s sketch, he decides how many pieces 
the proposed figure should constitute. He then 
cuts the sketch into these parts and carefully 
traces each part on a piece of rolled silver. For 
example, Figure 2 is composed of six individual 
pieces. The foundation is comprised of the legs, 
trunk and neck. To this foundation piece the 
waist band was soldered, then the arms separ- 
ately, followed by the head, and then the head- 
dress. The earrings were then carved, and finally 
the lines of demarkation of the upper and lower 
extremities. 


The masks in Figures 3 and 4 were made only 
after extensive research into the arts of primitive 
societies. Figure 4 is an adaptation from totemic 
symbols. It constitutes a combination of man, 
animal and god, which is characteristic of the 
Bellacoola Indians of the Northwest. This mask 
represents, in craftsmanship, almost all the uses 
to which metal can be put —carving, bending, 
shaping, stippling, engraving and cut-out work. 


Fig. 4—Bellacoola Indian mask, worn as a pendant with 
coin necklace. 
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Fig. 5—Hair barrettes. 


Dr. Menczer points out that silver, like copper, 
“has the exciting faculty of tarnish, or oxidation, 
when treated with potash sulfurated (Liver of 
Sulfur ).” After the final polishing of these silver 
products they are subjected to this tarnish and 
the highlights brought out again, with the results 
seen in the illustrations reproduced on these 
pages. 

“Silvercraft is a simple, functional, artistic, and 
rewarding use of talents for craft work,” Dr. Men- 
ezer says. “All our items are made entirely by 
hand. We use sheets of rolled silver of different 
gauges (thickness) and such mechanical aids as 
a jeweler’s saw, dental instruments, soldering 
equipment, and a buffing wheel.” 


The Menczers are getting a lot of fun out of 
their silvercraft. “It involves, in some measure, 
art, culture, research, self-development and, of 
course, handicraft,” Dr. Menczer says. “That com- 
bination makes it possible for both my wife and 
me to participate, each contributing his abilities. 
The fruit of this common effort is the realization 
that ‘a thing of beauty is a joy forever.’ Who can 
ask for a greater reward than this?” 


Dentistry in Television 


Television was used for the first time as part 
of a prescribed course in teaching dentistry by 
the University of Illinois College of Dentistry. 


Dr. Isaac Schour said that television played a 
major role in the recent presentation of a two-day 
postgraduate course entitled “Theory and Prac- 
tice of Periodontics.” Television was used en- 
tirely for the technical and surgical demonstra- 
tions. 


Use of television as an integral part of the 
course was made possible through the coopera- 
tion of Station WBKB-TV. The course was given 
for the convenience of dentists from areas distant 
from Chicago who attended the mid-winter meet- 
ing of the Chicago Dental Society. 


Subjects for the course included normal histol- 
ogy and physiology, pathology of the supporting 
tissues, clinical appraisal, evaluation of clinical 
methods in periodontal treatments, and classifi- 
cation of periodontal diseases. A round-table dis- 
cussion also was conducted. 


Faculty for the course consisted of Drs. Balint 
Orban, Joseph P. Weinmann, Saul Levy, and 
Robert G. Kesel of the University of Illinois, and 
Dr. Harry Sicher of Loyola University. 


Teaching dentistry by television. Dr. Balint Orban at extreme left. 
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Dentistry vs. Advertising 


By WILLIAM POINDEXTER, D.D.S 


HIS is the day of the buyer’s market; of re- 

turning high-pressure selling; of billions 

spent for advertising. The public is being 
pressed through all communications media io 
buy houses, cars, washing-machines, radios, tele- 
vision sets —a thousand and one things. 

But no one is selling dentistry. What chance, 
then, has dentistry today in competing with big- 
time commercial competition? Who is there to 
convince the public of the priorities of dental 
health? Who is to undertake the all-important 
job of making the voice of dentistry heard above 
the cacophony of the hucksters in the market 
place? No one, Doctor — except you! And if you 
don’t do it, the job will not be done! Bringing 
dentistry before the public, keeping it there, 
making people dental-health conscious, selling 
dentistry, is your responsibility, Doctor. You and 


I must publicize dentistry by every ethical, effec- 
tive means at our disposal—every day, every 
hour. Big-time advertisers never stop selling their 
products. Neither should we. 


Sell Dentistry — Not Yourself 

Sell dentistry — not yourself! Whatever is good 
for dentistry as a whole is good for you as a mem- 
ber of the profession. When dentistry progresses, 
you progress. 

The best salesman dentistry has is you. Here 
are some ethical ways in which you can promote 
the best interests of dentistry and simultaneously 
build your own practice. The most effective man- 
ner of making people dental-health conscious and 
good dental patients is by giving the best possible 
dentistry to each and every patient that comes to 
your office. Good public relations rest primarily 
on performance —not on promises. A satisfied 
patient recommends new patients. Many persons 
accept the opinions of others, even hearsay opin- 
ions. Every satisfied patient is a salesman for 
dentistry — and for you. Take the time and the 
trouble to give each patient some dental educa- 
tion, Show your interest in every individual case, 
and demonstrate the values of dental services by 
first-rate, total care and treatment of all patients. 


New, Modern Methods 
Because commercial competition forces it 


upon you, you, like the successful businessman, 
must offer something different, do the same old 
thing in a fresh, novel way. You could, for exam- 
ple, present an original arrangement of your office 
in color scheme, say, or in furniture, or other 
equipment. You might have a business office 
where the patient can discuss private matters, 
such as payment of fees, diagnosis of X-rays, and 
so forth. 


Consider unusual methods in handling pa- 
tients. The collection of fees might come under 
this heading. The dentist, seeing that most busi- 
ness today is veering heavily toward a credit 
economy again, can meet that kind of competi- 
tion by offering the patient something besides 
“Half down when we start and the other half 
when we finish” as a method of paying. Why not 
offer several budget plans so that it may be 
possible to meet the wide range of financial prob- 
lems of the public and enable more persons to 
obtain the dental care they require? As cash be- 
comes more and more scarce, the dentist, like 
businessmen, must adjust to the changing condi- 
tions or lose patients needlessly. 


Another dentistry-selling and practice-building 
approach is the use of new methods of treatment. 
Perhaps you have added a new twist to the 
method of giving a prophylaxis which the pa- 
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tient appreciates. It might be a new polishing 
powder you use to brighten the teeth as you 
finish the “prophy.” It is different, and may 
pay you —and the patient — dividends. Perhaps 
you have learned a new method of taking im- 
pressions which is easier on the patient, or have 
developed a new technique in surgery. There are 
many new ideas; many different, better ways of 
doing things. Your ingenuity and will to serve 
should produce them —for the benefit of your 
patients, dentistry, and your own practice. 


Let me give you another illustration of this. 
A friend of mine had just begun practice when 
the mucostatic technique for full dentures came 
into use. He was very unhappy with a dozen full 
dentures he had done. He called in all of those 
patients, and remade their dentures free of 
charge, using the mucostatic principle. The pa- 
tients were so pleased with the new work that 
the word quickly spread that the dentist could 
make dentures successfully where the patient 
had little or no gum ridges —and that he had 
done so at no extra cost to them. Since then my 
friend has built a large “plate” practice — prima- 
rily from this one situation! He had done some- 
thing different, and better, for his patients, and it 
has paid off — year after year! 


Outside Your Office 


Not only in your practice but outside your 
office as well you can sell dentistry. As a profes- 
sional man and as a citizen you have responsibili- 
ties to your community. The community has a 
right to expect you to lend your unique resources 
as a professionally educated, scientifically- 
trained individual to building community well- 
being. But to be a mere “joiner,” to use member- 
ship in organizations just to become known or 
publicize oneself, is a mercenary measure which 
soon defeats its own purpose. 


You should join groups because your interests 
are similar, because you like people, and because 
such groups present a format for attaining com- 
mon, useful ends. Members of such groups are 
inclined to invite the dentist to talk to them 
about oral health, and here the dentist has the 
opportunity to give dentistry's message to large 
numbers of people in the community, and to de- 
velop a real educational program, using materials 
of his local and state dental societies and of the 
A.D.A., for example. 


I know a dentist who has a regular Sunday 
school class and is in charge of a youth group 
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-———— Dentistry in the Press 


Mrs. Edward J. Waits rests her head on the musical head- 
rest in the dentist's office and gets an explanation of how it 
detracts from the dentist's drill from Nurse Dorothy Durling. 
An invention of an Atlanta, Georgia, dentist, the gadget 
comprises a hearing aid connected to a radio or record 
player. Attached to the head-rest on the chair, it fits snugly 
under the ear on the mastoid bone, which causes the music 
to sound as if it were originating inside your head. The doc- 
tor claims the music helps keep the patient’s mind off the 
drill and on the melody being played. 

(Text and photo by Wide World Photo) 


which meets weekly. He is witty, a good talker, 
genial, and well-liked — an excellent representa- 
tive of dentistry. His practice flourishes. Many 
church-members have become his patients. They 
like the way he does his share of the work at 
church, the way he has integrated his interests 
with theirs. Another dentist is a scoutmaster. He 
enjoys being with children and likes the out- 
doors. Children and their parents flock to his 
office because they appreciate the good work he 
is doing. And he is doing a good job for dentistry, 
also. He is a hero to those children. 

The dentist makes his living from his com- 
munity. He should take an interest in how his 
community lives. 

Big companies spend heavily for advertising 
because it sells their products. They are ever 
alert for new ideas, new ways of presenting their 
services and products. The dentist must do like- 
wise, within the framework of professional ethics, 
by devoting time and activities to selling den- 
tistry. No one else will, or can, do that job. 
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HE other day, an old patient of mine whose 
wife had recently died came into my office. 
He complained of painful irritation to his 
gums from a lower denture. Careful examination 
showed no trace of irritation, ulceration or minor 
impingement of the tissues. He mentioned re- 
peatedly the ungratefulness and unsympathetic 
attitude of his children and the world in general. 

These hallucinations and persecution com- 
plexes are common with the mentally ill. And, 
as the son told me later, he had made arrange- 
ments for his father to consult a psychiatrist. 

It may surprise my colleagues to know that 
patients with emotional or personality difficulties 
who seek dental treatment are legion. 

Modern dentistry, keeping abreast of develop- 
ments and trends in the other disciplines, is mov- 
ing towards treatment of the whole individual. 
And the day is coming when the dentist and the 
physician, and the dentist and the psychiatrist, 
will be working together more closely. 

The popularizing of scientific knowledge, mak- 
ing the layman more aware of developments in 
the sciences and the gaps between new knowledge 
and the application of that knowledge in everyday 
practice, will bring pressure from alert patients 
for such cooperation and coordination. 

In the American Journal of Psychoanalysis 
(Volume IX, 1949), Dr. Harold Kelman states 
that he specifically recommends to his patients 
those dentists who have a feeling for the whole 
person and for the problems which concern psy- 
chiatrists in analytic therapy. 

“Most everyone has mixed feelings, rational 
and irrational, about visiting a dentist,” he says. 
“Many have unpleasant experiences surrounding 
dental work. They have felt that the work was 
done too painfully, was unduly prolonged, was 
too extensive, was of the wrong kind or too ex- 
pensive, and often had to be done over again.” 

Consequently, it often necessitated a further 
expense of time, pain and money — and loss of a 
tooth or teeth to boot. 


The Neurotic Patient 


Very often these neurotics will fear and be 
intolerant of pain. They cannot stand the sound 
of the dental drill. Some demand frequent use of 


Treating the Whole Patent 


By JOSEPH MURRAY, D.D.S. 


novocaine. Others can stand neither the pain of 
drilling nor the novocaine injection. 

Futhermore, a number of such persons are sen- 
sitive to oral or facial disfigurement from loss of 
teeth, or from bridges or dentures. Attitudes 
towards aging come out very sharply regarding 
tooth loss. It certainly requires considerable 
patience and understanding on the part of the 
dentist to keep such patients coming and accept- 
ing the treatment they require immediately to 
save their teeth. 

In the same issue of the American Journal of 
Psychoanalysis, Dr. Gary Zucker writes that 
many patients suffering from deep-seated emo- 
tional conflicts deliberately avoid medical and 
dental examination. This may be due to previous 
disagreeable experiences with doctors, or because 
they believe all their symptoms to be neurotic in 
nature. 

The dentist can help overcome these barriers 
if he is aware of the neurotic patient’s problems, 
if he is sympathetic to psychiatry, if he is thorough 
and objective in his examination, complete in his 
diagnosis and treatment, and reassuring in his 
manner. 

How many dentists are aware of the newer 
concepts of the etiology of Vincent’s infection? 
According to Dr. Samuel Charles Miller of New 
York, Necrotizing Ulcerative Gingivitis — the new 
terminology for Trench Mouth—is definitely 
psychogenic in origin; the disease is not conta- 
gious; and the fusiform bacilli and spirillae dem- 
enstrated bacteriologically in this infection can 
readily be a result, rather than a cause, of the 
disease. 

Of course, he recommends thorough periodon- 
tal treatment which includes equilibrating the 
occlusion, scaling, curettage, removal of primary 
and secondary incubation zones, and proper in- 
struction in tooth brushing and mouth hygiene, 
in addition to the removal or alleviation of emo- 
tional conflicts. 


Psychosmatic Aspects 


Then there is Dr. John W. Lyons, Jr. of Penn- 
sylvania, who also feels that the organism must 
be considered as a whole, not as a series of dis- 
connected parts. He claims that the dental tissues, 
like all others, are under the influence of the auto- 
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nomic nervous system, which may be influenced 
or irritated by emotional factors. The mouth, 
besides being a container for the teeth and an 
entrance for food, is also directly related to the 
major human instincts and passions. 

Delving further into the psychosomatic aspects 
of dentistry, Dr. Lyons presents evidence which 
suggests that a change in the pH of the saliva 
brought about by chronic emotional tension might 
cause dental caries. 

In describing recent work done with a large 
group of mental patients, he also demonstrates 
fluctuation of periodic gingival bleeding which 
coincided with fluctuations in the patients’ emo- 
tions, regardless of instrumentation or medication. 
From the results of additional investigation, he 
comes to the conclusion that capillary changes 
which led to bleeding often originated in psychic 
disturbances. 

Like Miller, Jones, too, believes that habitual 
grinding or clamping of the teeth (bruxism) is 
emotional in origin, and an outward manifesta- 
tion of inner tension. 

According to Dr. Leo S. Seidner of Chicago, 
most dentists are too occupied with the mechan- 
ical phases of practice to realize that the dental 
organs are part of the whole system and are in- 
fluenced by the same mental processes that act 
on the other organs. 

He feels that the dental chair is an excellent 
psychological laboratory, and that contacts with 
patients over long periods offer the dentist an 
opportunity to study human behaviorism. 

Seidner says that the observant clinician will 
often see patients with periodontal lesions which 
cannot be explained by bacteriogenesis, physical 
trauma, or organic systemic disorder. When 
neither removal of the physical factors nor treat- 
ment by orthodox methods brings relief, emo- 
tional factors are probably influencing the course 
of the disease, 

Many dentists have observed patients who 
continue for years with traumatogenic restora- 
tions or unhygienic oral conditions with no de- 
leterious effects. Yet, if the emotional balance is 
upset, the hitherto unaffected traumatized areas 
undergo rapid pathological change. 

Some excellent advice is offered by Dr. Frank 
Shanasy of Melbourne, Australia, on pain in the 
head and face. He feels that many patients with 
chronic head or face pain who have not been 
helped by their physicians, finally consult a 
dentist. 

Shanasy is of the opinion that no pathologic 
changes can be demonstrated in facial neuralgia, 
migraine, allergic headaches and psychogenic 
headaches. If a pain can be localized to a small 
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area and if it is unilateral and has a definite 
periodicity, it is likely to be due to some organic 
or pathologic condition. A vague or generalized 
pain over the entire head is more likely to have a 
functional or psychogenic cause. 

Shanasy further states that in cases of pain due 
to anthrum infections there are usually definite 
symptoms and a history of influenza or common 
cold. Teeth in proximity to the involved maxillary 
sinus may be tender to percussion. Some dental 
conditions may give rise to reflex pain in the ear, 
Malocclusion with disturbance of the mandibular 
articulation, impactions, abcesses and cysts should 
be considered in differential diagnosis of vague 
ear pains. 

The common neuralgias of the head and face 
include migraine, tic douloureux, syphilitic, buc- 
cal, temporomandibular and psychogenic neural- 
gia. Heredity is thought to play an important role 
in migraine. Here, the pain is usually confined 
to one side of the head. As a rule, clusters of 
bright light seem to be the outstanding subjective 
phenomena. 

The etiology of migraine is uncertain, but al- 
lergy may be the cause. Of these conditions, tic, 
or trifacial neuralgia, is by far the most painful. 
It is characterized by sudden, short, knife-like 
spasms of pain. Usually, the maxillary and man- 
dibular divisions of the fifth nerve are involved. 
The cause is unknown. In addition, operation on 
the teeth or sinuses in the area are futile. Dissec- 
tion of the Gasserian ganglian may give some 
respite. 

Patients with psychogenic headaches are usual- 
ly high-strung, weep easily and often have many 
bodily complaints. They complain of a deep 
seated, boring, itching pain which persists con 
stantly for days. Relief is seldom obtained by 
surgical interference. 

Dr. Hamilton B. G. Robinson of Ohio suggests 
that when no definite pathologic lesion can be 
demonstrated as a cause for pain about the head, 
the diagnostician, be he physician or dentist, has 
a great responsibility. The physician and dentist 
should co-operate to rule out all possibilities im 
their respective fields before a diagnosis of neu- 
ralgia, migraine, allergic headache or psychogenic 
headache is made. Careful and detailed clinical 
studies should be carried out at more than a single 
examination period. 

Thus, treating the whole individual may be 
a task that is exhaustive non-remunerative, and 
sometimes unappreciated. But only through treat 
ing the whole patient is accurate diagnosis and 
effective treatment possible; and, especially 80, 
in the wide range of cases that require the services 
of more than one specialist. 
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